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more difficult to conceptualize and certainly more difficult to measure for children than for adults. Making lifetime estimates of such variables requires major assumptions about length of life, other health events that may occur during that lifetime, earnings, and rates of discounting future dollars (or indeed any benefits) to the present (which is, in effect, when the EMS funds will be spent); all such assumptions are likely to be more heroic in studying children than in studying adults.
These points are essentially technical, methodologic issues—ones that make benefits difficult to estimate accurately. There is no question, however, that benefits of EMS systems can be demonstrated, at least for adults suffering major trauma. For example, Shackford and colleagues (1986) compared the frequency of suboptimal care and preventable deaths of major trauma victims before and after the establishment of a regionalized trauma system. Suboptimal care occurred in 32 percent of the cases before the system was instituted and in only 4 percent of cases afterward; of deaths, the proportion judged preventable dropped from 14 percent to 3 percent. Champion et al. (1992) reported that the presence of a trauma center resulted in 13 more survivors per 100 patients treated per year among those patients with high injury severity scores. On the basis of those findings the authors estimated that 6,900 lives could be saved annually by having trauma centers nationally.
Translating these figures into concrete estimates for children is not straightforward. What can be said, however, is that deaths among children account for the loss of many more years of healthy life or quality-adjusted life years than do deaths among adults. Thus, good EMS and EMS-C programs can be expected to have very great impact for children, in terms of productive lives saved, disability and impairment forestalled, and other problems averted.
Benefits of injury prevention programs have been documented as well. For example, through an energetic and effective nationwide injury prevention effort, Sweden reduced the rate of fatal injuries in 1- to 4-year-olds from 55 per 100,000 population (in 1957-59) to 7 (in 1986) (Bergman and Rivara, 1991). As noted in Chapter 6, the "Children Can't Fly" initiative in New York City, through several different tactics (installing window guards in houses, enacting legislation requiring such guards, and conducting various educational and outreach efforts), reduced falls from windows by 50 percent (Speigel and Lindaman, 1977; National Committee for Injury Prevention and Control, 1989). A study in Ontario, Canada, documented a high incidence of unsurvivable injury (owing to the severity of the initial injury) and concluded that over the long run, "promotion of injury prevention programs will likely prove more cost effective in reducing injury morbidity and mortality than any changes in trauma care systems" (Dykes et al., 1989, p. 729).d until 1997 (P.L. 102-410) "for such sums as may be necessary for each of the fiscal years 1993 through 1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
